Of patients with isolated SUA, 4.5% had a congenital heart defect, while 16.2% of fetuses with another anomaly were found to have CHD. Isolated SUA did not confer less risk for major CHD vs. nonisolated SUA, (X 2 ¼ 1.41, p ¼ 0.23). Half of major anomalies were identified at the time of fetal echocardiogram and were not seen at the time of targeted anatomy sonogram.
CONCLUSION:
Even with isolated SUA, the incidence of CHD is increased over the baseline risk of the general population and should warrant additional screening via fetal echocardiogram. Furthermore, the type of CHD can be severe and require referral to a tertiary care center.
193 Individualized Growth Assessment in pregnancies complicated by fetal gastroschisis OBJECTIVE: Fetal gastroschisis is associated with IUGR and SGA. Prenatal US may overcall IUGR because the abdominal circumference and associated weight estimations can be underestimated by herniated viscera. Individualized Growth Assessment (IGA) evaluates fetal and neonatal growth based on serial US measurements, thus is different from conventional methods that use populationbased curves at fixed time points. Our goal was to assess the potential of IGA for separating normal and pathological growth in gastroschisis cases. STUDY DESIGN: Pregnancies with fetal gastroschisis that were managed and delivered at a single academic medical center were analyzed. Cases were classified into four groups by the presence of IUGR and SGA. IUGR was defined as US EFW <10 th percentile by Hadlock formula; SGA was defined as birthweight <10 th percentile by Fenton curve. Second and third trimester US fetal biometry and neonatal measurements were entered into iGAP software, which calculates fetal and neonatal growth pathology scores based on estimates of growth potential from 2 nd trimester growth velocities. Agreement between conventional US methods and IGA was assessed. RESULTS: Of 70 pregnancies with fetal gastroschisis delivered between 2009 and 2016 at a single center, 21 pregnancies with at least four US measurements were included. In the no IUGR/no SGA group (n¼12), there was 75% agreement (9/12) between IGA and conventional methods. IGA reported a negative prenatal growth score in three cases, but all showed a normal neonatal growth score. In the yes IUGR/yes SGA group (n¼5) there was 100% agreement between IGA and conventional methods in assessing prenatal growth restriction. However, IGA reported a negative neonatal growth score in only two (40%) of the cases. In the yes IUGR/no SGA group (n¼3), IGA resulted in a negative prenatal growth score in two (67%) cases, with a normal neonatal growth score in all three cases. In the one no IUGR/yes SGA case, IGA did not identify prenatal or neonatal growth pathology. CONCLUSION: We present the first study using IGA to evaluate pathological fetal and neonatal growth in gastroschisis cases. While we found general agreement between IGA and conventional US methods, IGA was able to identify normal growth and pathologic growth restriction missed by conventional methods in the prenatal and neonatal periods.
Fetal Brain to Liver Weight Ratio as a marker of uteroplacental insufficiency in stillbirths
Elizabeth A. Westen, Tara A. Lynch, John C. Glantz, Arti Taggar, Philip J. Katzman, Kathryn Drennan, Amol K. Malshe University of Rochester Medical Center, Rochester, NY OBJECTIVE: Fetal brain-to-liver ratio (BLR) is a marker of fetal growth restriction at autopsy, but there are no data on the relation of this ratio to placental findings of uteroplacental insufficiency (UI). Our aim was to examine the fetal BLR at autopsy as a measure of UI, and its relation to gestational age (GA). STUDY DESIGN: Retrospective cohort study of fetal autopsy following stillbirth at an academic medical center from 2011-2017. Organ weights were measured, and the ratio of brain-to-liver weights were calculated. Placental findings consistent with UI made by a senior perinatal pathologist using standard criteria. Linear and logistic regression was used for analysis, the latter with UI as the dependent variable and BLR and GA at delivery as independent variables. RESULTS: A total of 75 women had fetal autopsies, but only 55 had consented for brain examination. Of these, 23 (41.8%) had UI identified as the primary cause of stillbirth. Using linear regression, BLR was inversely proportional to GA (beta¼-0.29, p<0.001) and positively associated with UI (beta¼3.14, p<0.001). There was no significant difference in birthweight, placental, or individual organ weights for those pregnancies with UI versus those without ( 
